In the second half of the nineteenth century, the view that "[e]very case of melancholia should be looked upon as having a suicidal tendency" dominated among British asylum physicians. However, a generation earlier medical texts on melancholia contained only sporadic references to "suicide" and fewer still to the adjective "suicidal." The latter emerged as a medical concept in the early nineteenth century, chiefly through the medical certificates of insanity which were required in the admission of an individual into the asylum. The recording practices surrounding these certificates were standardized following the 1845 Lunacy Acts, and the data they produced was entered alongside diagnostic categories on the pages of asylum case books. The statistics emerging from asylums as a result of mandatory reporting to the Lunacy Commission allowed physicians to argue that of all "suicidal" lunatics, the majority were melancholic, and of all melancholics, the majority were "suicidal." As historians have noted, "suicidal" was a broad concept used to describe a wide-ranging set of phenomena. This article will sketch out some of the events, acts, and processes which produced "suicidal" as a medical concept and a defining symptom of melancholia in Victorian medicine, showing how melancholia and "suicidal" became mutually constitutive. It will be suggested that the concept "suicidal" cannot be separated from these contexts that produced and conferred meaning upon it and that, following from this, "suicidal" never shared a simple, causal bond with "suicide."
Introduction
Historians have drawn attention to some of the ways in which the budding science of statistics came to bear upon suicide in nineteenth-century Europe, a development in which social environment became central to the perceived incidence of self-accomplished deaths within a nation or group of people, and which culminated in Durkheim's famous 1897 study. 2 In contrast, medical certificates of insanity enabled a different kind of statistical knowledge about suicide to arise within the walls of the Victorian asylum. The category "suicidal," transferred from reception orders into admissions registers and onto the pages of patient case books, produced tables displaying the number of patients with "suicidal propensities" residing in the asylum at any one time. Whether a patient was deemed "suicidal" or not was in the first instance pronounced prior to admission, as it was one of the items of information required by the reception order accompanying the medical certificates of insanity.
Olive Anderson makes the following remark about suicidality in her now classic study on suicide in Victorian and Edwardian England:
What circumstances would have suggested a risk of suicide to a Victorian or Edwardian family doctor who had read a standard manual or attended a course of lectures on mental disease? First and foremost, he assuredly would've known that every patient suffering from mental depression (and hence incipient melancholia) was a potential suicide, but that suicide was comparatively rare in other forms of insanity. 3 That patients diagnosed with melancholia were prone to exhibit "suicidal propensities" had become something of a medical fact in the last few decades of the nineteenth century-the period from which Anderson finds her sources to support this remark. Yet only a generation earlier medical texts on melancholia contained remarkably few references to "suicide," and fewer still to the adjective "suicidal." This article is chiefly concerned with the second concept, constituting as it did a novelty in medical language in the nineteenth century. 4 "Suicide" had gradually begun to replace "self-murder" prior to the nineteenth century (though not in a straightforward and uncomplicated way). 5 But the adjective it spawned-"suicidal"-did not correspond to the former in any simple way; as a medical concept it has its own particular history. To some extent, both the emergence and later the growing prevalence of the term may be explained as resulting from the view, held by a vast number of published British psychiatrists in the late nineteenth century, that suicide was not an abominable, unspeakable act, but rather explicable, even at times understandable. 6 This approach made the potential "signs" that a person might be contemplating self-destruction a legitimate, indeed a valuable, object of study. But the term did not make its medical debut in psychiatric literature. Its use in medical psychology grew in the first instance out of the reception orders accompanying the medical certificates of insanity that were gradually introduced in the first decades of the century. These documents required the person having a "lunatic" committed to the asylum to give a "yes" or "no" answer to the question of whether the patient was considered "suicidal" or not.
Over a decade ago David Wright lamented the lack of "scholarly research on the process of certification." 7 As he rightly argued, medical certificates are important documents for the historian of psychiatry as they constituted "the raw data upon which medical superintendents drew their early aetiological and pathological theories of insanity." 8 Wright went on to suggest that there is scant evidence of textbook theory in these certificates, usually filled out and signed by general practitioners with perhaps little or no training in the diagnostics of mental disease. 9 However, while it may be debated whether medical certificates of insanity expressed much in the way of contemporary medical opinion on mental disease, the data that emerged from these documents were important in shaping such opinion. Moreover, the statistics produced within the asylum were central to legal concerns and a concomitant sense of need for greater standardization of rules and practices governing asylums and licensed houses. In this article, I hope to draw attention to some of the consequences of compulsory medical certification and related statistical practices for medical theories of mental disease.
A number of scholars have noted the multiple meanings attached to "suicide" in (particularly the second half of) the nineteenth century. 10 It has been suggested that "attempts" were not necessarily seen as "failed" acts of suicide, but could be cast by physicians as intended "to procure sympathy or to produce remorse."
11 "Suicidal" is best understood as a distinct concept alongside "suicide" and the equivocal "attempt," though it overlapped with both, particularly the latter. 12 Shepherd and Wright have drawn attention to the question of medical certificates and statistics of "suicidal" patients in the asylum. The authors note the multivalent meaning of the term, suggesting that "suicidality included a range of behaviours and intentions, from the description of individuals who had clearly attempted self-murder to depressed patients who expressed an often imprecise 'wish to die'." 13 They go on to discuss the perceived prevalence of "suicidal tendencies" in melancholia, quoting asylum physician Thomas Brushfield as representative of the view "that every case of melancholia had the potential for suicidal action."
14 Physicians based such assumptions, the authors argue, on their clinical experience, 15 which was supported by statistics showing "a marked correlation between suicidality and the two states associated with depressed mood-mania with depression and melancholia." 16 The emergence of the term "suicidal" as a medical phenomenon did indeed become important both for diagnostic descriptions of melancholia as well as for the attention given to this form of insanity in psychiatric literature. There was, however, nothing inevitable about these developments. They were effected through asylum recording practices and the wealth of statistics these produced. I suggest that there is something to be gained from subjecting this productive relationship between medical theory, practice, and statistics to closer historical scrutiny.
A patient's suicidality had possible legal implications. 17 Asylum superintendents were responsible for the wellbeing of their patients; a death by suicide within the walls of the asylum (or, for that matter, soon after a patient had been discharged) was at best an ugly stain on that asylum's reputation and at worst a legal disaster. Thus, late-nineteenth-century alienists devoted much time and energy to the diagnostics and treatment of the most "suicidal" of all forms of insanity: melancholia. A shift occurred within dominant medical opinion in Britain from a belief that suicide was a possible outcome of melancholia in the early nineteenth century to one which held that a majority of melancholics were "suicidal" at the dawn of the twentieth. This was no insignificant change; nor was it an inevitable one. As Allan Young has demonstrated, a psychiatric syndrome does not "possess an intrinsic unity. Rather, it is glued together by the practices, technologies, and narratives with which it is diagnosed, studied, treated, and represented and by the various interests, institutions, and moral arguments that mobilized these efforts and resources." 18 It follows that the instability and malleability of disease concepts 19 and the symptoms that accompany them can be interrogated through a closer look at the relationship between melancholia and the term "suicidal" in British medicine in the nineteenth century. Thus, in this article I hope to sketch out some of the events, acts, and processes which produced "suicidal" as a medical phenomenon and a defining symptom of melancholia in late-Victorian psychiatry. In doing so, I will suggest that "suicidal" never shared a simple, causal bond with "suicide."
The Emergence of "Suicidal"
Wynn's Act of 1808 had allowed for county asylums to be established as institutions providing for pauper lunatics. 20 In the subsequent years, admission to licensed private houses came to require legal documentation certifying the mental state of the person taken into care, a provision which was eventually extended to pauper asylums. 21 Thus, when the Care and Treatment of Lunatics Act and the Regulation of Asylums Act (hereafter "the Lunacy Acts") were passed in 1845 22 medical certificates were already in use to ensure that an individual taken into an asylum or licensed private house was not wrongly committed but was indeed "a lunatic [or an insane person, or an idiot, or a person of unsound mind] and a proper person to be confined." 23 To an extent, then, the Acts constituted "a consolidation of 'lunacy reform'" begun at the end of the previous century. 24 Such earlier developments can also be seen as the first bricks in the bureaucracy which was rapidly constructed in the aftermath of the Acts. Every county in England and Wales was compelled to erect its own pauper asylum within three years. The Acts moreover created a permanent national body, the Lunacy Commission, to oversee the implementation of the Acts across England and Wales. For our present study, two consequences of the birth of this authority are of particular concern: First, the yearly reports which asylums were required to submit to the Commission produced a wealth of statistical information about the people residing in these institutions. Second, almost immediately after the initial stipulations of the Acts had come into force, these were built upon through a relentless flow of circular letters from the Commission to the asylums requesting various kinds of information, from "a copy of your present Diet Table" 25 to whether post-mortem examinations were performed on a regular basis.
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The Lunacy Acts had provided a clear template for the medical certificate and reception order, listing the various "particulars" required, such as "age," "sex," "place of abode," whether this was the patient's "first attack," and whether he or she was "epileptic," "suicidal," or "dangerous to others." 27 The meaning of the label "suicidal" given to people upon admission to the asylum was ambiguous and multivalent, as physicians themselves recognized. In the case of private patients, the statement was often filled out by a spouse, relative, or friend, while reception orders belonging to pauper patients might be filled out and signed by a workhouse official or a magistrate. A wide-ranging number of actions (including refusal of food, or talking about death) could result in a "yes" to the question of whether the patient was "suicidal" or not. Following from this, Shepherd and Wright hold that there may have been a number of different motives behind an affirmative answer, suggesting for instance that in the case of pauper lunatics "Poor Law officials might have, in some cases, exaggerated the danger of suicide in order to secure access to a dwindling resource of beds," 28 and that "[o]nce incarcerated, many suicidal patients did not demonstrate such tendencies."
29 This suggests that the category "suicidal" was often deployed in ways that were at odds with its "true" meaning. However, while the concept was undeniably a broad one, as we shall see below it acquired its meaning through the context-specifically the documents-that created it and through the various purposes it served.
One of the ways in which the concept "suicidal" was made meaningful was in the practice and theory of diagnostics. The Lunacy Acts stipulated that all asylums and licensed houses were required to keep an admissions book and that once a new patient had been received into the institution his or her details must be entered into it within two days, with a diagnosis following within the next week. 30 Thus, a diagnosis was usually reached in light of the presence or absence of "suicidal propensities." Moreover, a letter from the Lunacy Commission circulated shortly after the passing of the Acts set out the format and content of entries into the more comprehensive asylum case book. On the first page of each new case physicians were asked to state the presence of "morbid" or "dangerous" "propensities" in conjunction with the diagnosis. 31 Such information became part and parcel of the statistics presented to the Lunacy Commission in the annual reports asylum superintendents were required to compile. Statistics on "suicidal" patients could, then, easily be cross-referenced with the statistics on the various forms of mental disease represented across an asylum population. This practice of comparative statistics enabled physicians to argue that patients diagnosed with melancholia were more likely to exhibit "suicidal propensities" than those suffering from other forms of insanity.
In sum, instructions circulated by the Commission were in the first instance aimed at creating uniform practices across England and Wales in order to better facilitate the inspection and evaluation of asylums by the Commissioners. However, while legal concerns regarding proper care and treatment were at the heart of these developments, the standardization of asylum practices crucially shaped diagnostic criteria, which in turn were reinforced through the statistics which the standardization practices had produced. We will now take a closer look at how suicidality and melancholia were mutually constituted within this context.
Nosological Shifts
What might a diagnosis look like, and whence did asylum physicians derive the categories they deployed? As historians have noted 32 , there was a dearth of home-grown British medical literature on insanity in the first half of the nineteenth century. No standard British nosology existed. The system of classification presented in James Cowles Prichard's A Treatise on Insanity (1835) 33 was inspired by its author's training under French asylum physician J.E.D. Esquirol. 34 Esquirol had attempted to replace melancholia with his idiosyncratic lypemanie ("sadness mania"), a sub-category of the ubiquitous monomanie. 35 While the former did not catch on, Prichard wholeheartedly adopted "monomania," and in doing so tried to do away with melancholia as a specific disease category. Monomania was for a time a popular term of classification in British medicine and as such it obscured the boundaries of melancholia as a distinct nosological category. 36 Prichard did not have much to say about suicide, and even less about "suicidal" patients. His contemporary George Man Burrows showed some interest in "the suicidal propensity" and "suicidal delirium," 37 however, it was Forbes Winslow's The Anatomy of Suicide (1840) that signaled a growing theoretical interest in suicidality within British medical psychology. The statistical tables presented in this work related only to "suicide"-medical certificates were already in use, but prior to the birth of the Lunacy Commission there was no regular nationwide reporting on the number of "suicidal" patients in British asylums. However, Winslow devoted considerable space to the problem of caring for patients with "suicidal propensities." Most such lunatics suffered from "suicidal mania," he argued, the suicidality prompted by "an undue excitement of the mind." 38 Ample use of the term "suicidal" was also made by John Charles Bucknill and Daniel Hack Tuke in the first edition of their Manual of Psychological Medicine (1858), one of the most widely read textbooks of the century. They did not, however, deploy the concept specifically in relation to melancholia (which they, following Esquirol, subsumed under monomania). Rather, like Winslow, they were chiefly concerned with "suicidal mania." The authors suggested that while it may be true that many insane suicides resulted from a "profound melancholy," it was equally the case that a large number of melancholics showed a powerful aversion to death. Moreover, suicide in the mentally diseased could also result from delusion, excitement, or "shock." For these reasons, they argued, it would be warranted to speak of suicidal mania as a separate form of madness, one which incorporated all these possibilities. 39 A decade later Henry Maudsley discussed suicidal lunatics both from the point of view of the "suicidal impulse," which he saw as a morbid reflex mirroring the "homicidal impulse," and in relation to acute melancholia and mania, forms of mental disease which he grouped under the umbrella category "affective insanity." Maudsley paid more attention to the category of "suicidal" patients than Bucknill and Tuke had done. Specifically, he emphasized that "those who are suicidal should be carefully watched at all times," 40 a view that was rapidly becoming central to discussions on melancholia and suicidality. Significantly, Maudsley included "refusal of food" in the category of suicidal propensities; 41 illustrating another way in which physicians were increasingly ascertaining the suicidality of melancholic patients. 42 Moreover, Maudsley's nosology formed part of a shift away from traditional conceptualizations of melancholia which had emphasized sadness as the primary symptom, toward a focus on mental pain. This subtle but significant change in symptomatology was at least in part a product of the physiological model of emotional pathology favored by Maudsley and inspired by the "psycho-physiology" of people such as W. B. Carpenter and Thomas Laycock in Britain and Wilhelm Griesinger in Germany. Within this explanatory framework where sensory-motor reflex action served as a metaphor for a psychological equivalent, it was easy to conceive of pathological emotionality as a form of "mental pain" analogous to physical pain. 43 This idea of mental pain would, as we shall see below, become important to a conception of melancholia which held "suicidal propensities" to be part of the internal logic of the disease.
Thomas Brushfield, medical superintendent at Parkside asylum in Cheshire until 1869 and thereafter at Brookwood in Surrey, paid particular attention to the question of suicidal patients on the wards. At Parkside, he had detailed tables assembled which combined the statistics on suicidal patients with those on diagnostic categories. His tables indicated that half or more of the persons diagnosed with melancholia were considered to exhibit "suicidal propensities." This category was further broken up into those who had "attempted" and those who had "meditated" suicide, groups which were almost equal in number. 44 In his annual report to the Commission for the year 1854, Brushfield remarked upon the difficulty in caring for "suicidal" patients, suggesting that "[t]his class at all times causes great anxiety to the medical officers, as notwithstanding the greatest vigilance on the part of the attendants, fatal cases will sometimes occur; no instance of the kind has, however, happened during the past year." 45 According to the figures emerging from the Lunacy Commission's yearly reports, Brushfield's figures reflected the norm. Physicians would increasingly call upon asylum statistics to illustrate what was rapidly becoming a medical "fact." 46 Thus, in 1890 Samuel Strahan was able to invoke the Lunacy Commission's figures in his pre-Durkheimian "sociological" study Suicide and Insanity in support of the same conclusion as that which Brushfield's statistics had indicated some decades previously: that of all suicidal lunatics the majority were melancholics, and of all melancholics, the majority were suicidal. 47 At the same time as asylum physicians-and the Lunacy Commissionersbecame increasingly concerned with the problem of "suicidal" patients, theoretical interest in melancholia intensified. When the third edition of Maudsley's The Pathology of Mind was published in 1879, he had revised his earlier nosology which had seen melancholia grouped together with mania and moral insanity, instead classifying the former as a distinct disease category with its own chapter. His take on suicidal melancholics echoed the prevailing view among Victorian psychiatrists at this time: "Suicidal feelings and attempts are common in melancholia," he suggested, "so much so that one suspects their actual or possible existence even when they have not been openly manifested." 48 "Suicidal" had, it appeared, become a defining symptom of melancholia-to the point where the presence of suicidal propensities must be suspected even when these were not observable to the physician. In order to explain this inherent suicidality, psychiatrists called upon the biological "facts" of the disease, particularly the "mental pain" referred to above. 49 This psychological symptom with a strong physiological basis, all-consuming and without adequate cause, made suicidal propensities a "natural" progression in the course of the disease. 50 Cast as a morbid disturbance in brain function, mental pain compromised the evolutionary "love of life," 51 making suicidal feelings compatible with "the general course of human nature." 52 In this way, suicidality could be explained as part of the intrinsic logic of melancholia, so that even when suicidal propensities could not be observed, their presence was inferred from the diagnosis itself. During the 1880s and early 1890s, prominent British physicians Thomas Clouston, George Savage, G.F. Blandford, and Charles Mercier all published textbooks on mental disease in which it was forcefully argued that melancholics were by far the most suicidal of all lunatics and that even when this suicidality did not openly manifest itself one should nonetheless take precautions in the event the propensity was merely latent. 53 There was a strong desire among alienists, as well as within the Lunacy Commission, to assure the public and each other that the asylum was a safe-indeed the safest-place for people with "suicidal propensities." Consequently, considerable resources were devoted to surveillance and treatment, and physicians emphasized the importance of taking care to properly ascertain a patient's suicidal tendencies. 54 The Commissioners, for their part, expanded upon existing recording and standardization practices, ensuring that medical officers deployed the same diagnostic categories and were consistently recording the number of suicidal patients residing in their hospital. Illustrative of these developments is a letter circulated among asylum superintendents in the spring of 1877 asking for a report (in addition to such figures supplied yearly) on "the number of Patients in your Institution on the 22
nd instant who at present are considered to have suicidal propensities." This brief and to the point letter was accompanied by an equally brief table to be filled out and returned, indicating the total number of patients in each institution and how many of these were considered to be "suicidally disposed." 55 The Meaning of "Suicidal"
There was no denying that the suicidal propensity was particularly strong and notoriously common in melancholic patients-the figures emerging from the annual Lunacy Commission reports suggested as much. But of what did this suicidality consist? What meanings were conjured up by the term "suicidal"? How were melancholic patients assigned to this category? The patient books at Brookwood, where Brushfield was appointed medical superintendent in 1869, offer an apt illustration. As Shepherd and Wright have suggested, the data coming out of the Surrey County Asylum largely reflected the prevailing medical view about suicide and melancholia. In the case of some patients one or several "attempts" were recorded, while in others the attending physician deduced the suicidal propensity from other indicators. Thus, fifty-year-old Ann Field was described as "very much depressed and expressed an intense feeling of melancholy, as if she would do herself an injury-she could give no reason for this. Simply expressing the feeling." Similarly, Hannah Pink, who was also labeled suicidal, was reported as being "[a]pathetic and indifferent to all around her. She speaks rarely and answers reluctantly." No other allusions to her purported suicidality were made. In the case of Henry Challin Kitchin, another suicidal melancholic, no reason was given for his suicidal tendencies other than that he "has a marked despondent expression, the result of melancholia, has undefined fears of the future." Overall, Brookwood's "suicidal" melancholics ranged from those who had reportedly tried to throw themselves out of windows or cut their throat, to those who would not eat, to those who were reported to be "despondent," those who claimed to have committed a great sin and must be punished, and those who expressed a fear of being killed. 56 Thus, "suicidal" was a broad and multivalent concept, as is aptly summed up in the following excerpt from an article on "one hundred cases of melancholia" in the British Medical Journal:
"Thirteen men and 8 women attempted suicide-these were all of the simple acute cases. Of the same class 23 men and 15 women meditated suicide, or threatened it, while 2 women of the confusional class and 4 men and 1 woman of the hypochondriacal class threatened or spoke of suicide. It will thus be seen that 66 per cent of the cases were suicidal." 57 While such statistical analyses repeatedly affirmed the claim that melancholics were overwhelmingly suicidal, they also prompted questions about what, exactly, this broad label was intended to convey. In the 1870 annual report for Brookwood asylum Brushfield had suggested that medical certificates could produce ambivalent data.
58 J. C. Bucknill had previously drawn attention to this problem, arguing that the "facts indicating insanity" which physicians were required to state were often not sufficiently specific. 59 There was, however, guidance available for those who needed it. Anyone who was unsure of how to correctly fill out a medical certificate could consult John Millar's Hints on Insanity (1861) which offered a detailed step-by-step description of how each part of the certificate should be dealt with. 60 In a revised and expanded edition published in 1877 Millar had added helpful notes on how to determine whether the patient's mental state was "excited," "melancholy," or "usually calm but occasionally excited." According to Millar, the chief signs indicating melancholy were "great nervous excitement," "delusions" of guilt with expectations of impending punishment, being "depressed in spirits" and "melancholic and desponding," and "making attempts at self-destruction." 61 These "hints" largely mirrored the section on melancholia in Millar's nosology, where suicidality was highlighted as a defining characteristic.
62 "Indeed," the author suggested, "every case of melancholia should be looked upon as having a suicidal tendency." 63 Brushfield quoted this very phrase when he returned to the problem of medical certification in an article published in The Lancet in 1880. Here he expressed support for Bucknill's insistence on specificity and attention to detail before going on to highlight a different conundrum. The format of medical certificates tended to obscure any distinction between two groups of patients who were "a danger to themselves": the patient with "no suicidal motive" who nonetheless "imperils his own life by various acts," and those with "suicidal tendencies." 64 Brushfield illustrated the first category with the case of a woman who was admitted to the asylum after having "cut her left hand off because she thought it was Scripturally wrong." He suggested that while this patient was described as "suicidal" on her certificate, the label was incorrect since [t] he only reason for believing her to be suicidal was that of the act of dismembering, but her motive for doing this was a non-suicidal one, and it is in part alluded to in the facts communicated by her husband and sister. […] She had recently lost a child, and after grieving over it she became the subject of auditory hallucinations.
[…] She asserted, as her reason for cutting her hand, that she had been told to do so by the voices.
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George Savage raised similar concerns regarding the statistics over the total number of "suicidal" patients at Bethlem Hospital, suggesting that while "we have from 20 to 30 per cent of our patients described as suicidal," this figure was misleading "for though many speak of suicide, but few really determine to attempt it." 66 Thus, he concluded that "I do not think that more than five per cent of our admissions are 'actively suicidal.'" 67 Brushfield had no such reservations about people diagnosed with melancholia, however. On the characteristics of the second class of patients at risk of selfdamage he was clear, declaring that "I would urge upon all medical practitioners the necessity of regarding all cases of melancholia as having suicidal tendencies."
68 Following from this, he stressed that any "facts" indicating suicidal propensities derived from direct observation of a patient, or which had been communicated by family and friends "should be detailed in the [medical] certificate." 69 Brushfield drew on a recent case of acute melancholia to indicate in what such facts might consist. This patient's suicidal tendencies were apparent, he argued, in that he expressed "[m]elancholy views about religion; thinks he has committed sins," that he had "repeatedly threatened to drown himself," and "that he has twice attempted to make suicidal attempts, and that he has very restless nights."
70 There was, then, no skepticism about the validity of the "suicidal" label when it was attached to melancholic patients. Echoing Maudsley's statement above, Brushfield was adamant that the suicidal propensity was always a potential presence in melancholics "whether or not there have been threats or attempts indicating it;-the depressing nature of the symptoms, if it does not manifest itself at first, always tends to develop it." 71 Conclusion: Statistics, History, and the Production of Knowledge Despite Brushfield's certainty, the problems he had drawn attention to regarding the "suicidal" label produced by medical certificates had led some of his contemporaries to begin to question the assumption that physicians must always be vigilant against suicidal propensities in melancholia. Were melancholics really as "suicidal" as asylum statistics seemed to indicate? Thomas Clouston suggested that this might not be the case. Taking the last 729 cases of melancholia which had come under his care he arrived at the following conclusion:
Among those 729 there were 283, or about two-fifths (39 percent), who had actually attempted to commit suicide. In many cases, no doubt, the attempts could scarcely be regarded as being very serious. In addition to this number there were 301 cases, or two-fifths more, that had spoken of suicide, or given some indication that it had been in their minds. That makes 584 out of 729 melancholics, or four out of five of the whole, that were more or less suicidal. No wonder, therefore, that the loss and perversion of the instinct of the love of life is regarded as one of the chief symptoms of melancholia. I am quite sure, however, from what I know of the disease, that the actual risk of suicide being seriously attempted or accomplished is much less than those figures seem to show. 72 Savage expressed a similar view regarding young female patients diagnosed with melancholia who were admitted "into the asylum with the very worst characters as far as suicidal tendencies are concerned." The risk of death being effect was, however, minimal. In most such cases, he remarked, "there is much more cry than wolf, in my experience." 73 Olive Anderson notes this conundrum in her study of Victorian and Edwardian suicide. She remarks that while "each year thousands of patients were admitted with 'suicidal' against their names, only a dozen or so successful suicide attempts were annually made within asylum walls." 74 Concurring with Savage that asylum statistics on "suicidal" patients may have been misleading, she suggests that it was perhaps more likely that "only a quarter or less of those stated on admission to have suicidal tendencies were in reality actively or dangerously suicidal." 75 As previously noted, Shepherd and Wright arrive at a similar conclusion where asylum statistics are concerned. They suggest that "the term 'suicidal' … must be viewed with a degree of contextual sensitivity," since the ways in which it was deployed meant that it 'included a wide range of behaviours and clinical features." 76 This leads the authors to conclude, like Anderson, that the practices which produced statistics on "suicidal" lunatics were likely to have obscured the boundary between patients who were "actively suicidal" and those who had been wrongly assigned the "suicidal" label.
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This perspective importantly attends to the problem of statistical practices, suggesting that these do not produce "incontestable figures" 78 but are complex historical events which must be interrogated. However, the argument that the "real" number of "suicidal" patients was masked by the way this category was applied on medical certificates and in asylum reports attempts to detach the concept "suicidal" from the contexts that produced and conferred meaning upon it. This approach, then, holds the statistics to be faulty, while at the same time suggesting that there exists-or, rather, could have existed-a "real" number of suicidal patients which these statistical practices, due to their defectiveness, failed to recover. In other words, it appears to assume that there was-or should have been-a "true" meaning of "suicidal" that existed outside of or prior to the intellectual practices that produced it. It is not suggested in what this "true" meaning consists. It is implied, however, that the clue is in a presumed affinity of "suicidal" to "suicide," that correct usage of the former depends upon its likeness to the latter. However, as I have tried to show in this article, there was no simple, corresponding relationship between "suicidal" and "suicide."
The recording and counting practices that created the medical concept "suicidal propensities" and wedded it to melancholia did not generate "false" information, they produced kinds of knowledge that had, just like other kinds of scientific knowledge, an internal logic. In other words, "conventions defining objects really do give rise to realities." 79 The creation of "suicidal" as a category on medical certificates generated numerical data on the suicidality of asylum patients. Following the creation of the Lunacy Commission, asylum physicians were required to assign a diagnostic category to each patient and record this diagnosis in conjunction with the presence or absence of "suicidal propensities." Such information had to be assembled into statistical tables and supplied to the Commissioners on a yearly basis, and enabled physicians to argue that melancholics were by far the most "suicidal" of all lunatics. This argument soon became self-perpetuating and circular-patients diagnosed with melancholia were suspected of harboring suicidal propensities even if these were not evident to the physician. The various standardization practices described above facilitated a shift in nosological theory which in turn reinforced the knowledge produced by asylum statistics. Thus, the statistics on "suicidal" patients were not "inaccurate" or "misleading"; they were productive of medical knowledge about people. Ian Hacking aptly sums up what is at work (and at stake) here when he suggests that "enumeration requires categorization, and that defining new classes of people for the purposes of statistics has consequences for the ways in which we conceive of others and think of our own possibilities and potentialities." 80 In sum, then, I have tried in this article to draw attention to the kind of knowledge that was produced through the recording and counting of the "suicidal propensities" of people admitted to Victorian asylums. The concept was created and shaped by these practices and, through them, by its perceived closeness to melancholia, a relationship that was central to how both melancho
